patient was treated by radio-contact therapy. A recurrence was noted after a further two years and contact therapy was again applied. The patient was last seen three years later, apparently cured.
Case 3 Man aged 53
Complained of pruritus resistant to treatment. Examination showed a small red macule with slightly raised edges. The growth was not infiltrating and was painless, and there was no inguinal adenopathy. Biopsy showed the typical appearance of Bowen's disease. It was first treated by electrocoagulation, and later contact therapy was applied to the scar. There has been no recurrence after seven years.
Case 4 Woman aged 58 On examination (May 1966) a very unusual fissurelike, painless lesion of the posterior anal wall was observed. The lesion was ulcerated with an irregular contour. Owing to its unusual appearance it was treated by electrocoagulation. Biopsy showed Bowen's disease in its invasive and carcinomatous stage. Three years later a recurrence was observed on the right side of the scar, and was excised by electrocoagulation preserving the external sphincter. Healing was slow and painful but there has been no sign of recurrence.
Case 5 Woman aged 72 Complained of anal pruritus and slight pain as well as a little bleeding during defecation. The symptoms were attributed by the patient to the hard faces associated with chronic constipation. A fissure-like lesion was discovered on the left side of the anal margin. The diagnosis of Bowen's disease in its second phase was made by biopsy and the patient was treated by contact therapy. No recurrence has occurred after three years.
Case 6 Man aged 63 After having had pruritus ani, he developed a progressive and painless ulceration of the anal margin. There were two lesions; on the left side of the anal margin was a triangular lesion, the point of the triangle terminating in the anus, while on the right side was a small papilloma-like lump, shown by biopsy to be an example of Bowen's disease in its dyskeratotic stage. The ulcerated lesion had the appearance of a highly malignant squamous cell carcinoma.
Discussion
Analysis of these patients reveals several important features of which the most obvious was the lack of symptoms. In all our cases the only constant sign was pruritus ani. It was severe in only one case and its major character was its resistance to medical treatment, including hydrocortisone and its derivatives. In the first cases it was even resistant to X-rays.
In all other localizations Bowen's disease is known by the variety of its clinical appearance, which helps to make diagnosis difficult; the only constant feature is the velvety red colouring of the surface of the lesion. This was only observed in 2 of our cases (Cases 3 and 6). In the anus three types of lesion can be observed; the macular, the fissure-like, and that with anal ulceration. In 9 of our cases enlargement of inguinal lymph nodes was noted. The last and not least important feature of Bowen's disease is its long duration, from one to five years, as well as its tendency to recur after treatment.
Diagnosis is clinically very difficult and was only considered in 2 out of the 6 cases; when eczema, primary syphilis, carcinoma and common fissure are eliminated, the unusual diseases of the anus, such as the rare extrammary Paget's disease and acanthosis nigricans, may be considered. But in all our cases the first diagnosis was pruritus ani. The only way to make a correct diagnosis is by biopsy.
Fibreoptic Colonoscopy by J A Fox MB FRCS (Edgware General Hospital, Edgware, Middlesex)
The development of fibreoptic viewing bundles has provided a means for direct inspection of the colonic lumen above the range of conventional sigmoidoscopy.
General Methods
The problems of colonoscopy are summarized in Table 1 . End-to-end intubation by a swallowed tube incorporating a pulley system positioned at the ileocecal valve to guide the colonoscope upwards has been described by Provenzale et al. (1966) . This method has not been widely adopted because it is complicated and cannot be used in obstructive lesions, but to these authors must go the credit for initially demonstrating the excellent views obtained by colonoscopy.
Experience with a polyvinyl 'colon tube' (Fox 1967) showed that retrograde intubation was usually possible into the descending colon and sometimes into the cwcum. A Rubin suction Table I Problems of fibreoptic colonoscopy (1) Intubation of the colon (a) Antegrade (end-to-end) (b) Retrograde
(2) Design of the colonoscope (3) Insertion of the colonoscope (a) Along the intubated pathway (b) Under direct vision and radiological control biopsy capsule or a narrow fibrescope were then inserted through the colon tube (Fox 1969) .
Colonoscopes are now available for introduction under direct vision without previous intubation. The Overholt colonoscope' is 110 cm long with an external diameter of 13 mm, and the very flexible shaft allows lateral bending but has torsional stability. It has forward vision, fibreoptic lighting, a channel for air insufflation, water irrigation or biopsy forceps and a separate channel to direct cleansing water across the lens. The tip can be flexed from 120 degrees in one direction to 90 degrees in the opposite direction.
Before colonoscopy, patients have a full clinical examination, barium enema and sigmoidoscopy. The bowel is prepared with a low-residue diet for five days followed by fluids only for one day. A laxative and enema are given the previous evening and four hours before examination a large volume colonic washout is administered; the patient then has barbiturate and analgesic sedation.
The colonoscope is inserted into the anus with the patient in the left lateral position and gently pushed until it stops in the upper rectum. Under direct vision the flexible tip searches out the lumen whilst pressure from below pushes it upwards. If the lumen is not directly visible, the colonoscope may be advanced so long as the mucosa is seen to glide past the lens. Turning the patient on to his back and pressing in the left iliac fossa against the sigmoid loop may be useful for advancement. Radiological control with television monitoring is necessary to guide and locate the instrument during total colonoscopy but Niwa et al. (1969) have routinely carried out many fibresigmoidoscopies without this facility.
Results
At present the results are assessed in terms of how far the colonoscope may be safely inserted and the quality of image and biopsies which are obtained.
Depth of insertion:
The main problem with retrograde intubation is that the instrument becomes arrested at certain locations. The results in 101 patients showthat arrest usually occurred at the apex of the sigmoid colon or the descendingsigmoid junction. In 4 out of 6 patients where the cmcum was reached there had been some previous resection of either the sigmoid colon or the splenic flexure. bend at the sigmoid-descending colon junction was responsible in 21 of 39 patients. The descending colon was not difficult btut the splenic flexure often caused trouble.
Qiiality ofview: The fixed focus lens gives a sharp image from 2 cm to infinity, with an acceptance angle of 75 degrees. Good tunnel views are obtained during withdrawal of the colonoscope. Small biopsies may be satisfactorily obtained as experience is gained with this instrument. A present development includes a diathermy button and small snare.
